Introduction {#s0001}
============

Community-acquired pneumonia (CAP) is still one of the reasons of morbidity and mortality all over the world. In adult population, the annual incidence of CAP has been reported as 5--11 in 1000 people in the prospective population studies from the UK,[@cit0001] Finland,[@cit0002] and North America.[@cit0003] The economic burden of CAP, which is one of the most important reasons of deaths caused by infectious diseases in the developed countries, is also quite high.[@cit0004] The annual expenditure for CAP is estimated to be 8.4--10 billion Dollars in the hospitals of United States of America and 10 billion Euros in Europe.[@cit0004]

Community-acquired pneumonia can cause a wide range of clinical entity from rapid improvement of the symptoms to severe complications and to death and CAP is life-threatening particularly in elders and individuals having comorbid diseases.[@cit0005] There are many microorganisms leading to CAP; *Streptococcus pneumoniae* and *Haemophilus influenza are* the main causative agents.[@cit0006] The most effective way to prevent CAP caused by *S. pneumonia* is vaccination. The 7-valent pneumococcal conjugate vaccine (PCV-7), which had been included in the national immunization program for children in our country, was replaced with 13-valent pneumococcal conjugate vaccine (PCV-13) in 2011.[@cit0008] For adults, 2 pneumococcal vaccines are available, one of which is PCV-13 and the other is 23-valent pneumococcal polysaccharide vaccine (PPV-23).

While the advances in the knowledge about the natural course and prognosis of the disease, usage of biological markers (such as C-reactive protein and procalcitonin), and treatment approaches being more suitable with the introduction of national and international guidelines provide an improvement in CAP treatment, emergence of new pathogens and evolution of resistance to antibiotics as well as limited options of new antibiotics lead to difficulties in the treatment.[@cit0009] Besides the ways to improve outcomes in CAP patients, the ways to reduce the costs are also being investigated. For this reason, in the scope of ensuring rational use of antibiotics, there are ongoing studies aiming at establishing current strategies on evaluating the approaches to decrease duration of use and dosage of antibiotics, treating patients at home rather than at hospital, switching to oral treatment from intravenous treatment in a short period of time, and decreasing the duration of hospitalization.[@cit0004] Additionally, there is a gradual increase in penicillin resistance and multidrug resistance among *S. pneumoniae* isolates worldwide.[@cit0010] In this context, it is important to know the current medical and economic burden of CAP in order for each geographical region to be able to make its own planning. The present study aimed to determine the economic burden and the affecting factors in adult CAP patients ≥ 18 y of age by retrospectively evaluating the data of 2 centers in Istanbul province, Turkey.

Results {#s0002}
=======

Data of 208 inpatients (females, 48.6%) and 211 outpatients (females, 46.4%) were analyzed. The mean ages of the inpatients and outpatients were 61.56 ± 17.87 y and 53.78 ± 17.46 years, respectively. Of the patients, 42.6% were admitted to outpatient clinic, 12.4% were admitted to emergency services, and 1.1% were admitted by ambulance. Among inpatients, 36.5% had chronic obstructive pulmonary disease (COPD), 18.3% had hypertension, and 12.0% had diabetes mellitus. Among outpatients, 22.7% had COPD, 20.4% had asthma, and 7.1% had hypertension. The mean hospitalization duration of the inpatients was 6.81 ± 4.68 d ([Table 1](#t0001){ref-type="table"}). When being ≥ 65 y of age or having any comorbidity was defined as a risk group for pneumococcal and influenza vaccination, 48.6% of the inpatients and 28.9% of the outpatients were in the ≥ 65 y of age group and 80.8% of the inpatients and 71.6% of the outpatients had a comorbid disease. However, only 2 patients, one from inpatients and one from outpatients, had previous pneumococcal vaccination. Table 1.Demographic and clinical characteristics of the patients with community-acquired pneumonia and the costs per patient. Inpatients n = 208Outpatients n = 211Age, year, mean ± SD61.56 ± 17.8753.78 ± 17.46Age group, n (%)   \<65107 (51.4)150 (71.1) ≥ 65101 (48.6)61 (28.9)Gender, n (%)   Female101 (48.6)98 (46.4) Male107 (51.4)113 (53.6)Hospitalization duration day, mean ± SD6.81 ± 4.68---Comorbid diseases, n (%)   COPD76 (36.5)48 (22.7) Hypertension38 (18.3)15 (7.1) Diabetes Mellitus28 (13.5)7 (3.3) Heart diseases25 (12.0)6 (2.8) Asthma14 (6.7)43 (20.4)Costs per patient, €, mean ± SD   Specialist visit25.59 ± 17.987.63 ± 2.71 Imaging26.78 ± 26.1915.12 ± 14.8 Laboratory48.94 ± 48.7117.04 ± 22.37 Medication314.65 ± 831.5225.12 ± 23 Hospitalization140.89 ± 148.11--- Total556.09 ± 1,004.7751.16 ± 40.92[^1]

The total mean cost per patient was €556.09 ± 1,004.77 for the inpatients and €51.16 ± 40.92 for the outpatients ([Table 1](#t0001){ref-type="table"}). Medication cost had the highest share of total cost both in the inpatients and outpatients ([Fig. 1](#f0001){ref-type="fig"}). Figure 1.Ratios of cost items to the total cost in the inpatients and outpatients with community-acquired pneumonia.

In the inpatients, the costs of laboratory, medication, and hospitalization and the total cost were significantly higher in those ≥ 65 y than in those \<65 y ([Table 2](#t0002){ref-type="table"}). Table 2.Comparison of costs in the patients with community-acquired pneumonia regarding age groups. InpatientsOutpatientsCosts per patient, €\<65 y n = 107 Mean ± SD≥ 65 y n = 101 Mean ± SDp\<65 y n = 150 Mean ± SD≥ 65 y n = 61 Mean ± SDpSpecialist visit23.87 ± 17.0927.41 ± 18.780.0797.57 ± 2.657.80 ± 2.880.604Imaging25.90 ± 23.6727.7 ± 28.680.74514.33 ± 13.4817.08 ± 17.640.360Laboratory42.11 ± 36.9556.18 ± 57.98**0.014**18.19 ± 23.214.38 ± 20.320.097Medication203.6 ± 400.24432.29 ± 1,110.98**0.004**22.98 ± 18.8730.31 ± 30.390.300Hospitalization117.84 ± 88.39165.31 ± 189.62**0.034**---------Total412.37 ± 506.75708.34 ± 1,331.19**0.014**49.25 ± 38.2255.83 ± 46.920.459\`[^2]

There were 17 patients hospitalized more than once due to the diagnosis of CAP within the study period. In addition to the hospitalization duration, the costs of specialist visit, imaging, laboratory, medication, and hospitalization and the total cost were significantly higher in those hospitalized more than once compared with those hospitalized once ([Table 3](#t0003){ref-type="table"}). Table 3.Characteristics of the patients regarding number of hospitalization due to community-acquired pneumonia and cost comparisons. More than one hospitalization n = 17One hospitalization n = 191pAge, year, mean ± SD69.41 ± 18.8960.86 ± 17.660.050Hospitalization duration, day, mean ± SD14.35 ± 4.746.14 ± 4.06**\<0.001**Costs per patient, €, mean ± SD    Specialist visit45.52 ± 22.5623.82 ± 16.44**\<0.001** Imaging42.96 ± 29.8825.3 ± 25.4**\<0.001** Laboratory78.76 ± 35.9446.29 ± 48.88**\<0.001** Medication589.40 ± 895.78290.19 ± 823.62**\<0.001** Hospitalization196.26 ± 63.86135.97 ± 152.51**\<0.001** Total952.89 ± 960.54520.77 ± 1,003.42**\<0.001**[^3]

While 19.7% (n = 41) of the inpatients had no comorbidities, 39.9% (n = 83) had one comorbidity, 24.0% (n = 50) had 2 comorbidities, 16.3% (n = 34) had 3 or more comorbidities. While 19.7% (n = 60) of the outpatients had no comorbidities, 35.5% (n = 75) had one comorbidity, 24.2% (n = 51) had 2 comorbidities, 11.8% (n = 25) had 3 or more comorbidities. Both in the inpatients and outpatients, the costs of laboratory and medication and the total costs were higher in those with comorbidities than in those without. The cost of specialist visit was higher in the inpatients with comorbidities whereas the cost of imaging was higher in the outpatients with comorbidities ([Table 4](#t0004){ref-type="table"}). Table 4.Comparison of costs in the patients with community-acquired pneumonia regarding the presence of comorbidities. InpatientsOutpatients    ComorbidityComorbidityCosts per patient, €Present n = 168 mean ± SDAbsent n = 40 mean ± SDpPresent n = 151 mean ± SDAbsent n = 60 mean ± SDp   Specialist visit27.22 ± 18.9018.75 ± 11.20**0.003**7.71 ± 2.747.45 ± 2.650.338Imaging26.94 ± 25.3626.10 ± 29.880.35616.69 ± 15.8110.78 ± 10.53**0.002**Laboratory51.27 ± 50.1739.17 ± 41.17**0.018**18.37 ± 22.7012.39 ± 20.89**0.009**Medication326.36 ± 892.82265.47 ± 503.42**0.041**27.46 ± 24.7417.64 ± 14.00**0.019**Hospitalization136.67 ± 134.24158.65 ± 197.140.118---------Total567.81 ± 1,056.84506.84 ± 756.76**0.016**58.06 ± 44.0133.77 ± 24.63**\<0.001**[^4]

In the outpatients, the mean medication cost was €39.56 ± 25.17 in those with ≥ 3 comorbidities and it was significantly higher than in those with one or 2 comorbidities (p = 0.008). Moreover, the mean total cost was €73.88 ± 54.96 and it was significantly higher in those with ≥ 3 comorbidities than in those with 1 comorbidity ([Table 5](#t0005){ref-type="table"}). Table 5.Comparison of costs in the patients with community-acquired pneumonia according to the number of comorbidities. InpatientsOutpatients Number of comorbiditiesNumber of comorbidities 12≥ 3 12≥ 3  n = 83n = 50n = 34 n = 75n = 51n = 25 Costs per patient, €mean ± SDmean ± SDmean ± SDpmean ± SDmean ± SDmean ± SDpSpecialist visit25.93 ± 18.8825.74 ± 15.1233.11 ± 23.010.3977.38 ± 2.278.10 ± 3.287.89 ± 2.860.495Imaging27.51 ± 24.8824.15 ± 25.3129.70 ± 26.900.32816.77 ± 13.8415.87 ± 16.2618.22 ± 20.130.851Laboratory50.97 ± 59.0448.05 ± 38.4458.10 ± 41.880.17914.62 ± 16.8422.71 ± 27.2719.93 ± 25.990.504Medication281.37 ± 660.95342.68 ± 748.02420.86 ± 1449.230.63323.24 ± 22.10[^c^](#t5fn0003){ref-type="fn"}26.89 ± 26.24[^c^](#t5fn0003){ref-type="fn"}39.56 ± 25.17^ab^[^a,b^](#t5fn0001 t5fn0002){ref-type="fn"}**0.008**Hospitalization139.79 ± 156.98116.69 ± 57.05160.77 ± 1540.319------------Total524.56 ± 884.52557.31 ± 817.63702.55 ± 1638.70.42848.82 ± 36.39[^c^](#t5fn0003){ref-type="fn"}63.89 ± 45.9773.88 ± 54.96[^a^](#t5fn0001){ref-type="fn"}**0.045**[^5][^6][^7][^8]

There was no significant increase in the mean total cost with an increase in the number of comorbidities in the inpatients \<65 y of age (€444.94 ± 437.79 for 1 comorbidity, €424.37 ± 530.60 for 2 comorbidities, and €420.65 ± 303.32 for ≥ 3 comorbidities; p = 0.822). There was also no significant increase in the mean total cost with an increase in the number of comorbidities in the inpatients ≥ 65 y of age (€ 598.62 ± 1,156.66 for 1 comorbidity, €653.58 ± 972.61 for 2 comorbidities, and €984.44 ± 2,297.32 for ≥ 3 comorbidities; p = 0.365). Similarly, in the outpatients, there was also no significant increase in the mean total cost with an increase in the number of comorbidities in those \<65 y of age (€46.74 ± 34.13 for 1 comorbidity, €64.17 ± 47.87 for 2 comorbidities, and €65.93 ± 39.64 for ≥ 3 comorbidities; p = 0.091). However, the mean medication cost was found to be €37.80 ± 25.17 in those with ≥ 3 comorbidities and it was significantly higher than in those with 1 comorbidity (€20.88 ± 18.21; p = 0.021). In the outpatients ≥ 65 y of age, no significant increase was noted in the mean total cost with an increase in the number of comorbidities (€52.98 ± 40.95 for 1 comorbidity, €63.24 ± 42.62 for 2 comorbidities, €90.76 ± 79.28 for ≥ 3 comorbidities; p = 0.452).

The linear regression analysis performed to examine the impact of the factors on the total cost in all patients revealed that age (≥ 65 years), male gender, and being inpatient were the significant factors (p = 0.041, p = 0.027, and p\<0.001, respectively; [Table 6](#t0006){ref-type="table"}). When the analysis was performed separately for inpatients and outpatients, it was observed that the significant factors affecting the total cost were the length of hospital stay and admission to intensive care unit in the inpatients and the presence of comorbidity in the outpatients (p\<0.001 for each; [Table 7](#t0007){ref-type="table"}). Table 6.Factors affecting the total cost in all patients.FactorspCoefficientsConstant0.375−76.136Age (≥ 65 years)**0.041**153.763Gender (Male)**0.027**157.797Patient status (Inpatient)**\<0.001**477.457Presence of comorbidity0.997−0.319[^9] Table 7.Factors affecting the total cost in the inpatients and outpatients.Inpatients[^a^](#t7fn0001){ref-type="fn"}  FactorspCoefficientsConstant**0.001**−415.577Age (≥ 65 years)0.50665.376Gender (Male)0.86416.711Presence of comorbidity0.46988.377Length of hospital stay**\<0.001**119.664Admission to ICU**\<0.001**752.723Outpatients[^b^](#t7fn0002){ref-type="fn"}  FactorspCoefficientsConstant**\<0.001**32.432Age (≥ 65 years)0.5004.100Gender (Male)0.8570.996Presence of comorbidity**\<0.001**23.759[^10][^11][^12]

Discussion {#s0003}
==========

Community-acquired pneumonia continues to be one of the main public health problems due to its medical and economic burden. While the incidence of CAP varies across countries, it is estimated to be 12 cases in 1000 people annually. According to the results of the Project of National Disease Burden and Cost-Effectiveness, pneumonia ranked 15^th^ by 1.15% among the first 20 acute and chronic diseases diagnosed by a physician in the household survey.[@cit0011] In patients with CAP, hospitalization rate varies between 30% and 60%.[@cit0012] Besides, it has been reported that more than 95% of treatment costs of CAP account for hospitalized patients.[@cit0012] In their review including studies on clinical and economic burden of CAP published within a period of 18 y in Europe, Welte et al.[@cit0014] observed increases in the disease incidence and hospitalization throughout the years. It is known that the elderly population is gradually increasing worldwide.[@cit0015] This condition will cause more of an increase in the clinical and economic burden of CAP in the future.

The costs of CAP for outpatients and inpatients are being investigated in many regions of the world ([Table 8](#t0008){ref-type="table"}). The reasons such as using different cost analysis methods and including different parameters in the calculations, evaluating different adult groups (≥ 18 y, ≥ 50 y, ≥ 65 y etc.), including patients with microbiologically proven diagnosis or clinical diagnosis, and selecting patients from the general population or admitted to tertiary hospital lead to difficulties in comparing study results. Nevertheless, the common point in the studies is that cost per patient is high and its reflection to total annual cost is expressed in million dollars. Table 8.Inpatient and outpatient costs for community-acquired pneumonia in different studies from the literature.     Number of Cases or EpisodesCostsReferenceStudy LocationData SourcePeriodAge (years)InpatientsOutpatientsInpatientsOutpatientsSato et al.[@cit0016]USAA large, proprietary US health insurance database2006--2008≥ 50 years8,121 patients20,454 patientsUS\$27,661 per episodeUS\$2,212 per episodeYu et al.[@cit0017]USAMedicare Standard Analytic Files (Nationwide)2007--2008≥ 18 years25,114 episodes40,690 episodesUS\$18,670 per episodeUS\$2,394 per episodeReyes et al.[@cit0018]SpainHospital-basedN/A≥ 18 years271N/A€1,683 (median total cost)N/ATichopad et al.[@cit0019]Czech Republic, Slovakia, Poland, and HungaryHealth ministry and insurance reimbursement claims2009≥ 50 yearsN/AN/A€431.54-€1,044.70 (total cost per case)€4.44-€71.04 (total cost per case)Song et al.[@cit0020]Asia-Pacific regionLiterature-based1990--2010≥ 18 yearsN/AN/AUS\$3,456 per episodeUS\$165 per episodeDoruk et al.[@cit0021]TurkeyHospital-based2004--2005Average age of 70.9 years114N/A€1,630.77 (total cost)N/ACurrent studyTurkeyHospital-based2013--2014≥ 18 years208211€556.09 ± 1,004.77 (total mean cost per patient)€51.16 ± 40.92 (total mean cost per patient)[^13]

One of the important points in the decision of approaching CAP patients is whether a patient should be treated as inpatient or outpatient and many factors affect this decision. These factors include severity of the clinical condition of a patient, presence of risk factors (such as age and comorbidity), and duration and route of antibiotic treatment as well as socioeconomic factors such as patients\' compliance, use of medical resources, and insurance status. The objective decision of hospitalization using pneumonia severity index (PSI) at baseline is recommended.[@cit0022] Nevertheless, in their study, Kozma et al.[@cit0023] evaluated 1,471,295 CAP admissions and found the mean hospitalization duration to be 6.3 d. They showed that reducing the hospitalization due to CAP by one day provided a decrease in cost per hospitalization by US\$2,273-US\$2,373. Raut et al.[@cit0024] investigated the economic effect of reducing the duration of hospitalization due to CAP, the mean of which was 5.3 d. They reported that a half-day reduction in hospitalization would decrease in cost per case by US\$724 (range, US\$457-US\$846) when the cost per day was estimated US\$1,448. They indicated that its reflection in saving across the USA would be 813 million Dollars (range, 513--950 million dollars) annually considering the prevalence of CAP and the rate of hospitalization. In the present study, the mean hospitalization duration was 6.81 days, which was higher than those reported in the above-mentioned studies. Since daily packet price is applied for CAP in Turkey, every extra day of hospitalization will increase total cost. Accordingly, hospitalizing patients according to their indications based on national guidelines, continuing the treatments of patients at home within the shortest possible time after eliminating the criteria for hospitalization, and improving home care facilities would decrease total cost. Moreover, providing switching to oral antibiotic therapy from intravenous therapy by shortening hospitalization duration may be another intervention that would reduce total cost.

Advanced age is one the effective factors for the cost of CAP. It has been reported that medical burden of CAP increases with age and that the incidence, mortality, and hospitalization of CAP increase with advanced age.[@cit0019] In the study by Tokgöz et al.,[@cit0025] direct hospital costs and factors affecting these costs for inpatients (n = 87) with the diagnosis of CAP were evaluated and mean duration of hospitalization and total cost did not differ between the inpatients divided into 2 groups considering the age of 65 y. Bartolomé et al.[@cit0026] compared total direct cost per case between patients aged \<65 y and ≥ 65 y and found that there was no difference between 2 groups in inpatients, whereas the cost was found to be significantly higher in outpatients aged ≥ 65 y (€190 ± 77 vs. €263 ± 145, p = 0.031). Reyes et al.[@cit0018] reported that age did not increase the cost, which might be attributed to the high mean age (70 ± 15 years) of their patients. Lee et al.[@cit0027] investigated the burden of CAP in adults aged ≥ 50 y in 11 hospitals in Korea and total per-capita medical fees were found to be higher in patients aged ≥ 65 y than in those aged \<65 y (US\$2,088 vs. US\$1,701). In the present study, the laboratory, medication, hospitalization, and total costs were found to be significantly higher in CAP inpatients aged ≥ 65 y compared with those aged \<65 y.

Presence of comorbidity is reported to be another factor with an increasing effect on costs.[@cit0021] Polsky et al.[@cit0028] investigated the contributions of some selected comorbid conditions to cost of CAP in the working population in the USA and evaluated 402,831 CAP cases identified in asthma, diabetes, COPD or congestive heart failure patients. While the mean excess cost was determined as US\$14,429, the minimum cost increase was determined in asthma and the maximum cost increase was determined in congestive heart failure. They also reported the cost increase reaching up to 2--3 times in patients with comorbidity compared with those without. In the study by Lee et al.,[@cit0027] hospitalization was found to be longer and total per-capita medical fees was found to be higher (US\$2074 vs. US\$1440) in patients with comorbidity compared with those without. In the present study, the costs increased both in outpatients and inpatients in the presence of comorbidity. Therefore, better management of comorbidities would decrease hospitalization and thereby would reduce cost in patients with comorbidities such as asthma, COPD, diabetes mellitus, congestive heart failure, and chronic renal failure. In the present study, the mean cost per patient was found to be lower than those reported in the studies from other countries. This low cost in Turkish setting can be attributed to the lower reimbursed prices of both pharmaceuticals and medical operations (e.g., surgery, magnetic resonance emergency, hospitalization, etc.) due to low level of unit prices as compared with those in other countries.

In the present study, medication cost was found to have the highest share in the total cost in both outpatients and inpatients with CAP (38.7% and 56.5%, respectively). In the study by Bartolomé et al.,[@cit0026] the share of antibiotic therapy was 22% in the total cost (inpatient care 18.9%, outpatient care 3.1%). To decrease the economic burden of CAP, investigators suggest various recommendations. In approaching to CAP patients, following the recommendations of the guidelines has been reported to reduce the use of wide spectrum antibiotics and the rate of hospitalization in patients without risk factors.[@cit0029] This will also cause a decrease in direct costs. It has been also shown in studies that antibacterial treatment applied according to the guidelines shortens the duration of hospitalization and reduces the costs.[@cit0012] Studies have also demonstrated that medication costs and treatment failure are increased and this cause economically negative outcomes in regions where antibiotic resistance is a problem. [@cit0030] For this reason, especially in case empirical therapy is initiated, beside following the current guidelines, it is necessary to be aware of the regional resistance patterns.

In the large scale study by Broulette et al.[@cit0031] on the cost of CAP, it was reported that to decrease the morbidity and cost of CAP, strategies including vaccination for working-age adults having underlying medical problems might be the best method of prevention. Moreover, to date, vaccination has been reported as only proven method of prevention from CAP. In the present study, only 2 patients had previous pneumococcal vaccination. This low vaccination rate could be attributed to the retrospective design of the study. Yet currently, adult pneumococcal vaccination schedule has also been defined in the content of "Risk Group Immunization" document in 2016[@cit0032] by the Ministry of Health. PCV13 is available in the national risk group immunization program and PPV-23 has been reimbursed only for risk groups.

The main limitation of the present study was the evaluation of only direct costs. Since the study had a retrospective design, indirect costs could not be taken into consideration within the scope of the study. Future studies including the evaluation of indirect costs may show further increase in the economic burden of pneumonia. Another limitation was the calculation of the medication cost. As medication costs for CAP are reimbursed as a daily packet price (including costs for antibiotics, analgesics, antipyretics, parenteral fluids, antiemetics, and oxygen and medications related to comorbid diseases) in Turkey, it was not possible to perform sub-analyses for individual medication costs from the existing data, especially for antibiotics. Moreover, yet due to the retrospective design of the study, another limitation was lack of information about whether low severity CAP patients were inappropriately hospitalized, whether any patient received broad-spectrum antibiotics inappropriately, and whether any patient stayed in hospital unnecessarily after attaining clinical stability.

Conclusion {#s0004}
==========

In conclusion, CAP, a disease with a high medical and economic burden, poses a higher cost in inpatients, elders, and individuals with comorbidities. Costs can be decreased by rational decisions about hospitalization and antibiotic use according to the recommendations of guidelines and authorities; moreover, vaccination may decrease the medical burden and contribute to economy by preventing the disease, especially in risk groups. Further large-scale studies conducted in different hospitals are needed to support the above-mentioned outcomes, particularly in Turkey.

Methodology {#s0005}
===========

Data of the patients aged ≥ 18 years, who were admitted with the diagnosis of CAP identified through ICD-10 coding (J13, J15-J18) and confirmed by radiologic evaluations from January 2013 through June 2014, were retrospectively evaluated from the database of 2 centers. One center was Acıbadem Maslak Hospital, a private hospital, and the other center was Yedikule Chest Diseases and Thoracic Surgery Training and Research Hospital, a public hospital, both which are qualified according to the Ministry of Health in terms of registration of database. From each hospital, approximately 200 patients corresponding to the monthly average number of CAP patients in these hospitals were enrolled using a computer-based randomization stratified by gender. All procedures performed in studies involving human participants were in accordance with the ethical standards of the Acibadem University Medical Research Assessment Committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards. Patients who received treatment at a hemodialysis center within the last 30 days, were hospitalized for ≥ 2 d in the last 90 days, and were receiving home infusion therapy and/or decubitus ulcer treatment and/or chemotherapy, those with suspicion of pregnancy, pregnant women, and those on breastfeeding were excluded due to the possibility of having hospital-acquired pneumonia.

In addition to the demographic data of the patients, comorbidities, laboratory analyses, imaging, treatments, clinical units where the patients were examined, hospitalization days in the wards and intensive care units, number of consultations during hospitalization and the specialties of the physicians performing the consultations, examination findings and suggested treatments during control visits were recorded from the hospital database. The numbers of laboratory analyses, imaging, hospitalization days, and specialist visits of all patients were multiplied by the unit price indicated in the Health Practices Statement (HPS) Appendix-2B (Updated Statement of Changes 2013 HPS, dated August 30, 2014) and the costs of the relevant items per patient were obtained. Reimbursed pack prices of the medications were obtained from the RxMediaPharma® Interactive Drug Information Resource in December 2014 and the total medication costs were calculated according to the duration of use and dosage. All costs were expressed in Euros according to the 2014 currency of Turkish Liras (€1.00 = 2.9 Turkish Liras, without inflation adjustment).

Statistical analysis {#s0005-0001}
--------------------

Data analyses were performed using the Predictive Analytics Software (PASW) version 18.0 for Windows (SPSS Inc., Chicago, IL, USA). Descriptive statistics were expressed as number and percentage for categorical variables and as mean ± standard deviation for numerical variables. For non-normally distributed numerical variables, independent 2 group comparisons were performed using Mann-Whitney U test and independent multiple group comparisons were performed using Kruskal-Wallis test. A linear regression analysis was performed to determine the factors affecting the total cost. A p value \<0.05 was considered significant.
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[^1]: COPD, chronic obstructive pulmonary disease; SD, standard deviation.

[^2]: SD, standard deviation.

[^3]: SD, standard deviation.

[^4]: SD, standard deviation.

[^5]: SD, standard deviation.

[^6]: different from those with 1 comorbidity;

[^7]: different from those with 2 comorbidities

[^8]: different from those with ≥ 3 comorbidities.

[^9]: Total cost = −76.136+153.763 \* (Age (≥ 65 years))+ 157.797\*(Gender (Male))+ 477.457\*(Patient status (Inpatient))+ −0.319\*Presence of comorbidity.

[^10]: ICU, intensive care unit.

[^11]: Total cost = −415.577+65.376\* (Age (≥ 65 years))+ 16.711\*(Gender (Male))+ 88.377\*Presence of comorbidity+752.723\* Admission to ICU.

[^12]: Total cost = 32.432+4.100\* (Age (≥ 65 years))+ 0.996\*(Gender (Male))+ 23.759\*Presence of comorbidity.

[^13]: N/A, Not available.
